Background: The aim of the present study is to examine the associations of the selected health behaviours (daily smoking, frequent strong alcohol use, consumption of fresh vegetables less than 3 days a week and leisure time physical activity less than two/three times a week) to the self-assessed health after adjustment to the age and education in Estonia, Finland, Latvia and Lithuania. Methods: Data from cross-sectional surveys carried out in all the above-mentioned countries were used. The methodology and questionnaires of the surveys were standardized between the participating countries within the Finbalt Health Monitor System. Logistic regression was used to assess the effect of self-perceived health status on prevalence of health behaviours. Results: In Finland both women and men rated their health better than both genders in all the Baltic countries. In Finland self-assessment of health is significantly associated with most health behaviours, but in the Baltic counties the associations are weak or unstable. Conclusion: The results suggest that in Finland as in many other stable countries self-assessed health status was related to health behaviours and can be used as an indicator of health behaviours. In the Baltic countries, factors other than health behaviours may be more relevant to the self assessment of health status.
Non-communi cable diseases (NCDs) such, as cardiovascular diseases, cancer, etc. form the major health burden in industrialized countries. During the last decade a steady decrease in morbidity and mortality due to NCDs has taken place in western and northern European countries whereas in eastern Europe and also in the Baltic countries they were on the increase at the beginning of the decade and on the decrease from the end of the 1990s. Findings from large epidemiological studies within and between populations have indisputably revealed that NCDs, or events leading to them, have their roots in unhealthy behaviour or adverse physical and social environments. 1 In the new World Health Organisation strategy Health 21 the need for specific attention to the behavioural risk factors (tobacco use, alcohol abuse, unhealthy diet, physical activity, etc.) for prevention of NCDs was expressed. Hundreds of health promotion intervention programmes are designed and planned to improve population health through influence on different behavioural aspects. To evaluate these interventions several researchers are assessing trends in different health behaviours. Many studies [2] [3] [4] have found that health behaviours such as smoking, physical activity and nutrition are associated with the self-perceived health of respondents. The World Health Organisation has emphasized the importance of the use of self-rated health for the monitoring of population health. 5 It is argued that self-rated health is a useful health outcome in research because it is simple, short and global. 6 But in spite of many studies analysing self-assessment of health, it is still unclear whether and how much this is associated with different health behaviours and whether these associations are constant among different countries and cultural groups and if they remain constant after adjustment to age and education. One of the reasons why self-rated health has been selected for analysis in this study is that it has been found to be a strong predictor of morbidity and mortality [7] [8] [9] as well as chronic dis- The aim of the present study is to examine the associations of the selected health behaviours (daily smoking habits, frequent strong alcohol use, consumption of fresh vegetables less than 3 days a week and leisure time physical activity less than two/three times a week) with the self-assessed health after adjustment to the age and education in Estonia, Finland, Latvia and Lithuania. The hypothesis is that the above-mentioned health behaviours are associated with the respondents' self-assessment of health.
MATERIAL AND METHODS
Data from cross-sectional surveys carried out in Estonia, Finland, Latvia and Lithuania in the year 1998 within the collaborative project Finbalt Health Monitor were used. All the data sets are based on nationally representative simple random samples drawn from the population registers containing all the citizens of the : 1) frequent consumption (men -once a week or more, women -two/three times a month or more) and 2) others. The question about the use of fresh vegetables was: 'How often did you consume fresh vegetables during the last week?' And it was dichotomized as follows: 1) using less than 3 days per week; 2) others. The question about frequent leisuretime physical exercise was: 'How often do you do physical exercise at leisure lasting at least 30 min. making you at least mildly short of breath or perspire?' It was categorized as follows: 1) frequent exercise (two/three times a week or more); 2) others. The national data sets (Estonia, Finland, Latvia and Lithuania) 18-21 were analysed separately using SPSS. Logistic regression was used to assess the effect of self-perceived health status on prevalence of health behaviours. All the models were fit separately to males and females in each country. The selfassessment of health status was added first and then age and finally education. Models comprising the overall effect, separately, each explanatory variable, were also evaluated. The statistical significance of the terms was assessed using scaled deviance and change of the degrees of freedom (∆ SD and ∆ DF).
The results of the unadjusted models and models adjusted for all main effects are presented as odds-ratios and 95% confidence intervals.
RESULTS
In Finland both women and men rated their health better than both genders in all the Baltic countries ( Concerning frequent strong alcohol consumption, there are few differences between the countries and also between genders. There are significant differences in the use of fresh vegetables between the countries. In Finland and Latvia one-third of respondents use fresh vegetables less than 3 days a week, in Estonia and Lithuania the figure rises to more than half respondents. In all countries women tend to use fresh vegetables more than men do. In all the Baltic countries physical activity is a less customary behaviour than in Finland.
The relationship between self-assessment of health status and prevalence of health behaviours was assessed using logistic regression. The results of the unadjusted models and models adjusted for age and education are presented as odds ratios and 95% confidence intervals (table 4) . In Estonia smoking was not related to subjective health for both genders. For Finnish men smoking was most prevalent among those who reported their health as 'poor' and the effect of their Frequent consumption of strong alcohol among men in Estonia, Latvia and Finland was positively associated with average and poor self-assessment of health, but in Lithuania with good selfassessment of health. In women of all countries the frequent of strong alcohol consumption was more prevalent among those with better health assessment. Use of fresh vegetables less than 3 days a week for men in Finland, Latvia and Lithuania was positively associated with poor health in both unadjusted and adjusted data; for Estonian men it was negatively associated. For women in all countries the likelihood of use of fresh vegetables less than 3 days a week increased with poor self-assessment of health. The effect of self-assessed health was statistically significant (p<0.001) for Latvian women only. Concerning physical activity less than two/three times a week, the effect of self-assessed health was statistically significant only for Finnish men.
DISCUSSION
In this study we found that there were significant differences in self-rated health between different countries. There were some similarities among the three Baltic countries, but the selfassessment of health differs substantially in Finland. Finnish respondents assess their health as being remarkably better. In the Baltic countries about half of the respondents assess their health as average, while in Finland the amount is one-third. There may be several hypotheses to explain this situation. It is not very clear whether the self-assessment of health is understood in the same way within different cultures, as it is a subjective and quite general indicator. Jylhä 6 suggests that because of the subjective and evaluative nature of the indicators, researchers cannot standardize or even know which dimensions of health the respondent is assessing or what criteria he or she is using. Idler and Benjamin 22 argue that the response scales measuring selfrated health may be used differently depending on cultural and linguistic conventions of describing 'normal' health. But the finding that in the three different cultural groups (Baltic countries) the variations are slight urges us to look for other causes. The similarity in the dominating 'average' self-rated health in the Baltic countries may be caused by the psycho-social reasons resulting from the common former socio-political environment, where it was vital for survival to belong to the 'average' group. This hypothesis is also supported by Fylkesnes and Førde, 23 Putnam et al., 24 Jylha et al., 25 and Bobak et al. 26 They declared that self-assessment of health is shaped by a large ring of sociopsychological and socio-cultural factors such as social networks, social comparisons, self-efficacy, locus of control, expected roles and tasks, etc., which may influence the ways in which different health-related conditions are summarized. These factors were not analyzed in our study. Conrad 27 suggests that respondents can use health behaviours as criteria for subjective health, because of their awareness of associations between health and health behaviours. This may result from long traditions of health promotion in Western countries. This argument may support the findings in Finland as in this country the population has received health promotion messages for decades, which is not the case in the Baltic countries. This argument may support the explanation why in Baltic countries the associations are weak.
The measurements demonstrate differences in positive and negative assessment of health. The proportion of respondents declaring their health as poor or rather poor was about the same in all the Baltic countries and slightly lower in Finland. According to Mackenbach et al. 28 and Smith et al. 29 poor health is primarily related to the presence of ill health, whereas good health relates to socio-demographic and behavioural factors. These arguments are not supported by current study, as negative self-reported health (poor or rather poor) was almost similar between countries with wide differences in morbidity and mortality.
The results of this study demonstrate that health behaviours in different countries do not follow the same structure. However, health behaviours tend to be more similar within the Baltic countries than in Finland: being more health enhancing is characteristic of Finnish respondents. We notice here a clear gradient: the less healthy the behaviour, the poorer the subjective assessment of health. Similar patterns of association have 32 declare that in health research the usefulness of self-reported health is based on its relevance as an instrument in monitoring population health. Our results suggest that selfrated health in Finland, as in many other stable countries, was related to health behaviours and therefore can be used as an instrument in monitoring health behaviours. However, in Baltic countries, which are characterized as countries in transition, factors other than health behaviours may be more relevant to the respondents self-assessment of health status.
